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Abstract 
 
This article describes a methodology for safe therapeutic practice 
developed over sixteen years in the specialist family violence service 
– Reading Safer Families, UK (Cooper and Vetere, 2005). The article 
focuses on how a safety methodology developed in a specialist 
service can be adapted for use in mainstream mental health and 
therapeutic services, across the life span.  
 
 
Introduction 
 
This article describes a methodology for safe therapeutic practice 
developed over sixteen years in the specialist family violence service 
– Reading Safer Families, UK (Cooper and Vetere, 2005). The article 
focuses on how a safety methodology developed in a specialist 
service can be adapted for use in mainstream mental health and 
therapeutic services, across the life span.  
 
The aim is  to ensure that family violence is seen and understood 
within mainstream psychotherapeutic services, that family members 
are helped to stop the violence, and where possible, are helped to 
manage the psychological consequences of living with violence. Key 
to this, is the confidence of the practitioner and their multi-disciplinary 
team members, in asking the question. Boldness in asking the 
question, of any family member, if they live in fear of someone they 
love or who looks after them, and knowing how to respond if the 
answer is yes, is supported by a clear agency policy around domestic 
violence and the implications for practice. Despite best intentions (eg 
Every Child Matters) policy on domestic violence, designed to help 
practitioners, is still patchy in the UK. 
 
 
First, the Safer Families project will be described in terms of its remit 
and scope. Then the safety methodology will be described, with 
particular emphasis on how it can be adapted for mainstream 
psychological and psychotherapeutic services. In particular, this 
safety methodology has clear implications for supervision practice 
and points to the need for therapy practice supervisors to be alert to, 
and active around, issues of safety, for all participants (Vetere and 
Cooper, 2009??) 
 
Pan-theoretical formulation for understanding and explaining the 
development of intergenerational and current violence will be 
emphasised here, as an approach to ethical accountability in our 
practice, rather than a reliance on understanding from one 
therapeutic modality (Vetere and Cooper, 2008??). Formulation is the 
vehicle for marshalling understanding of how violence comes to pass 
in relationships, and for guiding the direction of therapy within the 
context of an explicit safety methodology. I use the phrase ‘comes to 
pass’ here, not to deny subjectivity and accountability, but to reflect 
the poignancy of broken promises to self – “I watched my father beat 
my mother, and I promised myself I would never do that to my 
partner”; “My mother beat me as a child, and I promised myself I 
would never hurt any child of mine”. The Reading Safer Families 
safety methodology draws on the contributions from family systems 
theory and systemic practice, feminist theory, attachment theory, 
social learning theory, cognitive behaviour therapy, sociology and IPV 
demographers. 
 
Reading Safer Families, UK 
 
Reading is a growing city in the south of England, with an interesting 
ethnic and religious diversity within the population, both settled and in 
transition. It marries urban, sub-urban and semi rural living and 
occupation, with an emphasis on IT industries. Reading has a long 
standing and well respected women’s refuge service managed by 
Berkshire Women’s Aid, a charity, an established Domestic Violence 
Forum, that convenes all agencies and practitioners who might come 
into contact with people experiencing family violence, child protection 
services, a men’s group run by the Probation Service, a dedicated 
Family Violence Unit in the police force, and so on……but it did not 
have a specialist gender inclusive therapeutic service for both victims 
and perpetrators of violence in families, across the life cycle: sibling 
violence; parent-child violence; child-parent violence; partner violence 
in same sex and opposite sex couples; older people and their carers; 
and so on. 
 
We, Jan Cooper and Arlene Vetere, established Reading Safer 
Families to meet that need. We are both systemic couple and family 
psychotherapists; Jan is a former child psychiatric social worker and 
Arlene is a clinical psychologist. Our mix of different disciplines and 
service histories was an interesting strength in balancing the need for 
responsibility for violence with the need for explanation, in finding a 
safe way forward for family members.  
 
Reading Safer Families is an independent trading agency. We take 
referrals from, and are purchased by, the National Health Service, the 
Social Services, the Family Courts, the Probation Service and local 
charities. We work with all forms of violence in family/intimate 
relationships, such as physical, sexual and emotional/psychological 
violence and neglect. 
 
With the benefit of hindsight, our wish for independence was a good 
decision, because without the protection of working within a large 
agency, we were forced, from the start of our project to be very clear 
about our definitions of violence, our policy, our safety methodology, 
accountability and evaluation and most importantly, our own moral 
position. We believe that all are entitled to live without fear of the 
people they love. We realise this is complex. We try not to inhabit the 
moral high ground. We talk with families about our common moral 
dilemmas in relation to violence and how we are all subject to the 
same social and political discourses around violence, gender and 
risk. We unpack moral dilemmas in relation to the use of violence, at 
every level of society, with our clients, without the comfort of knowing 
there are always easy solutions. We give people credit for trying – for 
trying to make a difference, for themselves and for their family 
members. 
 
We favour the definition of physical violence in the family put forward 
by the Council of Ministers for the Council of Europe in 1986. This 
definition is not restricted to couple violence, and most importantly, 
points out what people do NOT do, as much as what they do, that 
harms others. This focuses our attention on safety, as it is often the 
act of omission that exposes us to greatest risk. We work with people 
who have not developed a sense of entitlement to their own safety – 
children who are pushed and shoved out of the way; children whose 
bodies are sexually invaded; children who are told they are not 
worthy of others’ care and attention – who grow up into adults who 
believe they deserve to be hit. 
 
“Any act or omission, committed within the context of family life, that 
threatens…..(Council of Europe, 1985) 
 
Safety Methodology and Safe Therapeutic Practice 
 
We have written extensively of our safety methodology elsewhere (eg 
Vetere and Cooper, 2001, 2003, …….). Here I discuss how our 
approach can be adapted for use in generic mental health and 
psychotherapeutic services. The safety methodology is informed by 
the systemic relationship between risk, responsibility and 
collaborative practice. 
 
In our experience mental health practitioners need support during 
their assessment process with individuals, couples and families in 
asking about family members’ safety. For example, couples’ 
therapists routinely need to meet the couple separately and together 
to enquire about safety as part of an engagement process, before 
embarking on therapeutic work that invites couples to show and 
respond to each others’ needs and vulnerabilities. Practitioners need 
clear policies that help them respond to disclosures of violence, and 
to seek appropriate supervision when they suspect that violence has 
occurred or is occurring.  
 
Any approach to safe practice needs to be flexible, so that it can be 
implemented from the outset when violence is known about and has 
been talked about; or implemented when violent behaviour is 
disclosed in the context of ongoing psychotherapeutic work. In our 
work with violent behaviour in families, we hold in mind that we 
occupy three parallel psychological positions – we know what we 
know and what we are told; we know what we don’t know ie the 
whole story; and we don’t know what we don’t know. Our therapeutic 
work is never without risk. Thus we prioritise safety and start working 
with the management of risk. 
 
Risk management 
 
The stable third 
 
The triangle is our minimum sufficient network for safe practice: 
ourselves; our clients; and the stable third. The stable third can be 
our referrer, such as a social worker, or it can be a trusted individual 
within the professional/family therapeutic system, such as a 
grandparent, a community worker, a family doctor or health visitor, a 
faith leader, and so on. When children are involved, the stable third 
needs to be someone who knows the children and has access to the 
family home. This is crucial, because we need the stable third 
position to help us corroborate what families are saying about the 
cessation of violence and to help us with safety planning.  Clearly 
when violence is known about from the outset, the stable third can be 
invited to initial safety assessment meetings, and to subsequent 
safety review meetings, where progress is considered and treatment 
plans developed. When violence is disclosed in the context of other 
therapeutic work, the work is paused whilst safety is considered. 
Inviting a stable third to join the work at that point is helpful, both for 
help with safety planning and to corroborate what family members are 
saying.  
 
Our task is to make safety and safe behaviours visible. Just as 
violence and threat thrives in secrecy, making public what has been 
private is part of an approach that helps people hold themselves and 
others accountable, and confront shame and shaming. For example, 
a man family doctor contacted us and asked us for help. He said his 
wife was planning to leave him as he had been physically attacking 
her during arguments. We agreed to help him end the violence and 
explained our way of working with a stable third. He refused to have a 
stable third present in the work – he said he was a family doctore – if 
his partners knew he was violent to his wife, they would throw him out 
of the practice, and if his patients knew he was violent to his wife, he 
would lose their trust. We met him three times, during which we 
explained why we needed the stable third, and during which he 
explained why he could not have one. In the end he agreed to us 
approaching his father-in-law as a stable third. He admired the older 
man very much and knew how angry he would be when he learned of 
his behaviour towards his daughter. It was in our persistence, that he 
was able to confront and walk through his shame at what he had 
done to his wife. The father-in-law was shocked and angry and 
agreed to work with us in the stable third position. 
 
The no-violence contract 
We use a no-violence contract, written or spoken, and supported by a 
safety plan, that is reviewed on a regular basis. The no-violence 
contract is an undertaking to stop the violence. When we know 
violence has taken place, we start with the no-violence contract and 
then develop the safety plan. We see our responsibility as helping 
family members stop the violence and to understand and manage the 
legacy of violent behaviour, where intimidation, threat, coercion and 
humiliation had been part of family life. We see our clients’ as having 
responsibility to stop the violence, prioritise their own and others’ 
safety, and to hold themselves accountable for their behaviour, past, 
present and future. 
 
The safety plan 
 
In making a safety plan, all participants in the work need to 
understand the triggers for violence, both proximal and distal, and the 
social and economic context within which the families live. We ask 
about the last episode of violence, or the worst. We carefully track 
what happened, who was present, who said what, who did what, and 
so on. We need to understand the detail, and we work slowly, walking 
around in the experience with our clients. We may do this individually 
and/or together depending on circumstances. We do not include 
children in this discussion if we are working with adult violence until 
we are sure the adults are taking safety seriously, although we may 
well meet with the children separately. When working with 
perpetrators individually, we would invite the partner, for example, to 
join us as a consultant to our safety process. If partners and other 
household members think a safety plan cannot work, it probably will 
not. Similarly, they need to agree to a safety plan, for it to work. 
 
This careful behavioural tracking, and slow deconstruction of 
meanings and intentions allows us to search for triggers for violent 
interaction. Under what circumstances might conflict escalate into 
violence, for example? Often the triggers are attachment related, 
such as fears of rejection or abandonment, fears of loss and jealous 
responses. As a result of childhood abuse, people can be primed to 
see the intent to humiliate them in intimate others’ behaviour. Anger 
and frustration can sometimes be a secondary response to sadness 
and fear. These perceptions and emotions intersect with issues of 
power and control, for example, it is often when a person feels at their 
most powerless that they hit out, and ironically this is when they are 
felt as most powerful. 
 
Similarly other more distal factors might contribute to a violent 
escalation, such as money worries, conflict with neighbours or in-
laws, work related problems, oppression, and so on. All these factors 
need to be explored and understood in their own right, as part of how 
we are helpful to families, but here they may be the context or part of 
the triggering process into unhelpful arousal and problems with affect 
regulation and self management. 
 
As supervisors ourselves, we often note how practitioners and 
trainees go too fast in this part of the work. It is in the slow and 
careful deconstruction that we understand how violence becomes 
part of family members’ repertoire – through intergenerational 
transmission and sometimes accepted and normalised as part of how 
conflict is resolved.  
 
Once triggers for violence and the circumstances under which 
violence is likely to occur are identified, as much as they ever can be, 
we start to lay out a plan for how to de-escalate conflictual and violent 
patterns of interaction, and to forestall an escalation into violence. 
Some practitioners use methods of externalisation to separate the 
person from the problem when working to de-escalate problematic 
patterns of interaction. We are more cautious as it risks eliding 
personal responsibility for harm and for safety. 
 
We help people identify early signs of unhelpful arousal, such as: 
ruminating self talk based in entitlement, hurt feelings, and/or the 
perception of intent to hurt, physiological changes, such as increased 
muscle tension and changes to breathing and heart rate, and the 
meaning of attachment related triggers. We agree a safety strategy 
designed to help people calm down. Very often, family members elect 
to use ‘time out’ as a short term strategy, but again it is important to 
get partners’ agreement, for example, as calling ‘time out’ and leaving 
an interactional space can be seen as abandonment. We talk to men 
and women who fear their partner will not come back, and often do 
not pay attention to their own safety when they bar an exit, for fear of 
abandonment, entitlement to make a point and ‘win’ an argument, 
and so on. 
 
Time out often creates space for people to calm down, We rehearse 
strategies for self-soothing and self calming. Again we work with 
people who do not easily know how to comfort and soothe 
themselves, and who may turn to psychoactive substances to ‘numb 
out’ in the face of unbearable feelings. In our experience, if we think 
someone has a drinking problem, say, we can work with them as long 
as they engage with our community alcohol service at the same time. 
We find that problem drinking and violent behaviour rooted in affect 
regulation difficulties can be better overcome with the help and 
support of both alcohol counselling and safety work. If we are asking 
people to stop drinking and do not help them manage emotionally 
fraught relationships at the same time, we may be asking too much. 
 
 
Rehearsal is key to the success of the safety plan. We work slowly 
and carefully. What happens if you call time out at 2 o’clock in the 
morning and it is raining outside? Never call time out and retreat to a 
bathroom, say, where escape is blocked. When you take time out, 
how do you calm down. What do you notice as you calm down? If it is 
safe to return to the topic that threatened to flare into unhelpful 
arousal, how will you do that? How will you know? We encourage 
people to take the issue to the stable third, if appropriate, or to bring it 
to our next meeting. Clear and straightforward communication in 
family relationships develops in the context of emotional safety so 
healing and ‘making up’ after a rift are essential to the longer term 
success of safety plan. 
 
The need for rehearsal is based in the psychology of anxiety – when 
over aroused, we tend not to easily learn and be creative but rather to 
fall back on old solutions, even though we might know they do not 
work. Frequent rehearsal of the safety plan makes it more likely 
family members will remember their part of the plan and implement it. 
Time out is a short term safety strategy. Future safety is enabled by 
helping people identify potentially dangerous interactions that could 
escalate into emotional violence or physical violence, and to learn to 
de-escalate such interactions, whilst promoting more constructive, 
straightforward communications and interactions around each others’ 
needs and vulnerabilities. This often involves supporting partners in 
seeking solace and comfort with each other, supporting each other 
practically and socially and challenging long held adverse beliefs 
about their own self worth. 
 
We hold regular meetings to review the safety plan, to adjust it as 
necessary, and always seek feedback from our minimum of the three 
perspectives: our view, that of our clients, and that of the stable third. 
When it looks as though the safety plan is working, and the violence 
has stopped, we may then move on to help family members deal with 
other relationship issues.  If the no-violence contract is broken, we 
hold a meeting to review our work with our clients and the stable 
third, and make decisions about how best to proceed, for example, 
we may work individually with people if couples and family work is 
deemed unsafe, or group work might be more appropriate. We do  
not abandon people, and always attempt to signpost them to other 
services if we cannot immediately help, and sometimes only a legal 
response is appropriate. In our experience a minimum of six 
meetings, either weekly or fortnightly, is needed to establish a safety 
plan. This approach can be used during other therapeutic work when 
violence is reported, until it is deemed safe to continue with other 
therapeutic tasks. 
 
Risk Assessment 
 
We are often asked to make a judgement for other agencies as to the 
level of risk. Instead we work to safety, and use the following risk 
assessment guidelines to help our decision making, whilst supporting 
the no-violence contract. We assess for safety across a minimum of 
six meetings. 
 
Clearly knowledge of past violence predicts the likelihood of future 
violence, as does the location and relational context of violence. 
Some people are violent at work, or in the sports hall, or engage in 
violence with strangers in the pub on Friday evenings. We are 
interested in familial intimate violence, where we explore the intersect 
between love and caring on the one hand, and power and control on 
the other. However many of our clients are violent outwith the family. 
We make distinctions around the level and severity of violence, intent 
to harm, and frequency and duration of the violence. We are 
interested in pushing and shoving and the psychological impact of 
that behaviour as much as we assess for trauma, relational trauma, 
intergenerational trauma, and continuous trauma (van der Kolk). 
 
We assess for the capacity for empathy.  Our training as practitioners 
is in models of psychotherapy that have affect regulation at their heart 
eg systemic psychotherapy, CBT, and brief focal psychodynamic 
psychotherapy. We are not forensic psychologists. Thus it is 
important to our assessment process to ascertain that violence 
comes from a ‘hot place’ – out of unhelpful arousal, and strong 
emotions of anger, fear, sadness, jealousy, frustration, and so on, 
rather than being used in instrumental or cool ways to control others. 
Clearly many instances of violent behaviour include a sense of 
entitlement to hit others, and so on, and to use violence to get ones 
way, but we are looking for problems with affect regulation and 
trauma, as that is where our training lies. 
 
Empathy with others involves the capacity to suppress one’s own 
needs whilst listening to the distress of a family member, particularly 
if their distress is caused by the listener. Empathy is thought to inhibit 
the propensity to violence we all hold (ref). The capacity to stay 
attuned, listening and deeply engaged during these moments is a 
highly sophisticated skill and many of us work on the development of 
this throughout our lives. However, we are looking for the capacity to 
stay responsive and our task lies in supporting the development of 
that capacity. If a family member constantly blames others it may be 
a therapeutic contra-indication. 
 
Reflective self functioning (Fonagy) ie the capacity to think about and 
reflect on our own thoughts, feelings and actions, is protective, 
calming, and a good indication that a person can prioritise safety, 
their own and others’. Psychological psychotherapy is designed to 
create safe reflective spaces for individuals, couples and families to 
think, to take emotional risks and to give and seek help, support and 
comfort, and to challenge unhelpful ideas and expectations about self 
and others.  
 
We assess for the capacity to manage emotional arousal in our 
meetings. Again, we are not looking for a problem to be solved before 
we start the work, but we need some indication during our six 
assessment meetings that a person has some level of developed 
ability to control and manage themselves in public spaces in difficult 
moments (Novaco). For example, social services asked us to assess 
a couple for therapy. She was pregnant and he had been hitting her. 
Social services were considering removing the baby at birth if she did 
not agree to leave him, but asked our opinion first. We sent them an 
appointment letter and a map giving directions to our office. We did 
not know that he could not read and write, and that she could. This 
taught us a lot about reading and writing as an issue of power and 
control in a couple’s relationship. They had an argument before they 
left home. They got lost on the way over and he stopped at a petrol 
station, and asked her to ask directions from the attendant. She 
refused as she was still angry with him. He went in to ask, and told us 
the attendant laughed at him for not knowing our office was 
immediately opposite. He came into our waiting room agitated and 
furious. The receptionist was worried by his demeanour and asked us 
to collect him immediately. It took us nearly an hour to help him settle 
and begin to give an account of himself. We deemed it too dangerous 
to meet them together as a couple and we were unable to engage 
him individually. 
 
Responsibility 
 
As part of our approach to safety we seek to balance explanations for 
the occurrence of violence with responsibility for harm and for safety. 
We hold people accountable for their behaviour and expect people to 
develop and hold responsibility for their behaviour. Sometimes 
explanation can be used as an excuse for violence or to slip away 
from personal responsibility. We have an expression in the English 
language, used when apologising for our behaviour by explaining why 
we did what we did – “I know that doesn’t excuse my behaviour”. This 
common parlance recognises the tendency to elide responsibility with 
explanation. The task in our work is to do both ie develop 
explanations that help predict and prevent further violence, whilst 
helping people be accountable. We look for signs that people are 
able to recognise that their behaviour has relational consequences 
and amplify and develop their understandings further. We identify 
blame and counter blame in interactions and work to soften blaming 
positions, if we can. It is understandable that people might be 
defensive when they meet us, particularly if ‘sent’ within a Court 
process. We help people with defensiveness by talking to them in 
role, for example, we may say, “John, as a father….or, Mary, as a 
mother…..” . Or, we use future questions, such as, “John, as a father, 
what do you want your children to learn from you about how men and 
women treat each other in intimate relationships?” “How do you want 
your children to learn to keep themselves safe in their adult intimate 
relationships”, and so on. Future questions enable people to talk 
aspirationally about the futures of their children, and then we work 
backwards to the present day. 
 
 We talk to parents, for example, about the effects of family violence 
on their children’s development. These are difficult conversations 
because some mothers have comforted themselves with the idea that 
‘they take it’ but the child does not know. We tell mothers we think 
children always know, even though they may not know detail. We use 
the research on the effects of family violence on children’s 
development to open these conversations (Vetere and Cooper, 
2005). 
 
As systemic psychotherapists we are trained to pay attention to the 
words people use, and the ways in which they describe violent 
behaviour. Language is often used in conversation to minimise, 
trivialise and deny violence and its effects. For example, “I just hit 
him.” We would ask what ‘just’ looked like – what would we see if we 
were there? For example, in describing anger, someone might say, “I 
lost it.” We would ask what they ‘lost’, as the victim might think they 
‘gained it’. For example, descriptions of anger, such as ‘the red mist’ 
deny agency, or ‘I saw red’ does not consider the perspective of or 
the impact on, the other. For example, we met a couple. The woman 
said ‘You hit me’. ‘I didn’t’, said the man. ‘Yes you did’, said the 
woman. ‘I didn’t hit you like a man’, he replied. It could be argued 
there was some element of self control in what he said, but she found 
it chilling, and pursued her desire to separate. She was helped by 
Women’s Aid and we helped him to separate safely. In another 
example, a father said to us, ‘She knows I won’t hit her again, the silly 
cow, she knows I love her.’ What does she know we asked him? He 
framed this in the context of love, but for his daughter she knew she 
was unsafe. 
 
Collaborative practice 
 
Many clients are ‘sent’ to therapy following some legal process 
through the Family Courts or in cases of contested custody in divorce 
proceedings. Similarly not all family members wish to seek therapy. 
Our task is to try and create a collaborative working environment 
where all participation is valued. We aim to be straightforward and 
clear about how we understand and assess for risk, from all 
perspectives in our therapeutic triangle, our own moral positioning 
and dilemmas around violence in family relationships, and how e 
approach the contested issue of confidentiality. We start by telling 
people we cannot give them confidentiality, but we can negotiate 
what information we keep confidential once we are sure that it does 
not pertain to safety. At first we thought our clients would not trust us, 
but we soon learned that they liked that they knew where they stood 
with us. We are clear about whom we talk to and why, and so far 
have never had to go behind any client’s back, so to say. We have 
always managed to discuss why we are worried and what we need to 
do about it, in terms of whom we report to, and to whom we are 
accountable.  
 
We aim to support parents and families in working collaboratively with 
child protection services, however difficult they may find that, so that 
they can begin to see that professional practitioners are potentially 
helpful. This last point is crucial, as in our experience, if child 
protection practitioners come to believe parents do not see them as 
helpful or do not wish to work in co-operation with them, it predicts a 
poor outcome for the family as a whole. For example, we met a family 
whose social worker had reviewed their competence as parents for 
nearly thirteen years, and had alwsy found them just good enough. 
This social worker retired and the new social worker reviewed the 
family and was horrified. She could not understand how the parents 
had been allowed to keep their children. The father was furious, and 
threatened to kill the social worker. Overnight he gained a reputation 
as a dangerous man. Social services asked us to do a safety 
assessment. We helped the family find a way to co-operate once 
again and used the analogy of the ‘goldfish bowl’ to help explore the 
impact of constant sustained professional scrutiny on family life, 
parental competence and marital functioning. 
 
As systemic practitioners, we often find ourselves helping families 
navigate complex professional systems, to understand the different 
professional roles and responsibilities, and to advocate on their own 
behalf and that of their children. 
 
Evaluation 
 
We take regular feedback on our work, on safety planning, and on 
progress at every meeting with family members and within the 
professional network. We audit our progress notes. Since safety is 
our priority, helping a couple separate safely would be a good 
outcome. Some of our work is done with families in the legal system 
and we have to wait for the legal process to finish before we can 
access outcomes. Our work is usually lengthy, and lasts over a 
period of eighteen months to two years, with a strong emphasis on 
consolidation and follow up work.  We have good success with 
engagement, partly attributable to our experience, and partly to the 
motivation of the families who come to us, when they want to make a 
difference. 
 
We work together when we can, with a lead therapist and in-room 
consultant model. When we supervise practitioners and teams of 
practitioners we recommend they occasionally negotiate joint working 
arrangements, despite the difficulties inherent in so doing, as one 
good way to look after their own emotional lives. Work in this area is 
not always successful. Our capacity to persevere in the face of 
disappointment is important and needs support. Similarly we 
recommend through supervision that generic mental health teams 
learn to recognise the levels of violence, past and present, in their 
case loads, and at the very least, devote some time every few weeks 
to meeting and discussing their approach to working with the impact 
of violence in people’s lives. 
 
References 
 
Cooper J and Vetere A (2005) Domestic Violence and Family Safety: 
A systemic approach to working with violence in families. Chichester: 
Wiley 
 
Council of Europe (1985) Violence in the Family. Recommendation 
No. R(85)4. Adopted by the Committee of Ministers of the Council of 
Europe on 26 March. Strasbourg: Council of Europe 
 
Every Child Matters 
Fonagy P. 
Novaco R. 
Van der Kolk 
Vetere A. and Cooper J (2005) in A. Vetere and E. Dowling (eds) 
Vetere A and Cooper J  in J Hamel (ed) 
Vetere A and Cooper J  in J Hamel (ed) 
